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F 000 | INITIAL COMMENTS =0o0| FOOM0 Initial Comments |
“This Plan of Correction is preparved | |
This report is the result of an ynannounced ard submiied as reguired by law. !

QOff-Hours Quality Indicater Survey conducted at
Prestige Care & Rehabilitation on 11/3/13,
1413, 1153, 11/8013 and 1177113, The survey
included dets collattion op 113713 from 7:00 om
o £:30 pm, A sample of 27 residents was
selected from a cenaus of 83, Tha sample
included 22 curtent residents and the recards of &
former sndior discherged residants,

The survey was compieted by

hS
MBwW
828

The survey team is from

Aging & Long Term Support Administration
Residential Care Services

District 3, Unit B, C &D

P.(}. Box 45849

; Tumwater, WA 88304-54819

Telenhone: 360.684.842%
360.664.5451

Fax;

,BSN - i

Department of Soclal & Heatth Services - I

By subtfitting this Plan . of
Cérrecﬁoné@ Prestige Care “and
Rehabﬁim%ﬁﬁm - Camas does not’
admit that] the deficiency Hstsd on !
this formi yxist, nor does the Cetter
admit to Boy statements, findings,| .
facts, or Lgonclusions that forni the |
basis for the alieged deficiency. The'

Center resérves the right o challenge

in  legal | wndfor regulstory. orl

administrafive  proceodipgs . the

deficiency] statements, facts,:and]
conclusiorp that form the basis for
the deficieficy.

i

!

HTLE

L
BV DATE

/2520

Any defigloncy stxtement ending with ar ssterisk () denoter a deficlency which i
. other sateguards arovids sufficlent pritection 1o the patienis. (Ses instructions.)
foliowing tha
cays foliowing 1he date thase documents sre made avelizbie it the fabiy
orograrm sarticiostion,

dute of survey whether or not @ plan of eoraddion is providad,

e instition may be exsus
Excrapt for nursing Romas, §
For nureing homaes, the shove fir
- i dedclengies sre gited, en soprd

e findings stated &

PR CMELSETINE-90) Pravites Wassions Dhedlets

Zuent [DHEFBP Y

Farility {00 WA1TIR0

d from cotresting prolting It if determined that
ara dlasicanbie 80 deys
Hlige and pians of comaction ars dizciosabie 14
ved pan Of comecton i requisite i cansinged
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F 156 | 483, 10{bY5) - (10), 483.10(0)(1) NOTICE OF - FiBs| FIS6
s8=0 | RIGHTS, RULES, SERVICES, CHARGES Resideyt #32°5 family member wilj
. be givel a Hist of charges for the
The facility must inform the resident both orally beruty barlor, which are not coversd
and in writing in a language that the resident by Medficaid. Facility will also .. |
understands of his or her rights and all rules and : - : e
reguiations goveming resident conduct and ggg;we an Explanation of Chafg_'cs
responsibilities during the stay n the facility. The C o
! facility must sleo provide the resident with the , . . SO
'notice (f any) of the State developed under | Additic of specific charges, and
- §19158(a)(8) of the Act. Such noiification must be their pricing, not covered under s
riade pricr o o upan admission and during the Medicald stay will be added to the
resident’s stay, Receipt of such information, and facility ix current admission packet,
any amendments io it, must be acknowiedged in which i provided to resident agd/or |
writing. ' family ;?m or shortly following -
The facility must inform each resident who is adimission to the facility.
entitled to Medicaid benefits, in writing, af the fime "
of admission to the nursing facility or, when the SSD) anj 834, re-educated on
resident becomes eligible for Medicaid of the 11726/28313 regarding explanation of
items and ssrvices that are included in nursing chargesjand providing prices for
facility services under the State plan and for those itéms not coevered by
which the resident may not be chargad; those Medicald
other iems and services that the facility offers . f
- and for which the resident may be charged, and : . :
the amount of charges for those services; and ggﬁjo mf{fr fi gr. correction of
inform each resident when changes are made to ISy, Admission paperwork
the iterms and services specified In paragraphs (5) checklig will be usedwith
(i5(A) and (B) of this sacton. admissitns end reviewsd at carg !
' - wm"ere;j ces. Admission paperwork
The faciiity must inform each resident before, or completion will be reviewed at
at the time of admission. and perisdically during monthly QAP meetings for three
the resicent's siay, of services availgble in the mmonths 9r wntil resolved to ensure |
 facility and of charges for those services, compliahce i
including any charges for services not covered )
der Medi orb facility's i . e .
under Medicare or by the facifity's per diem rate Adminidirator will ensure
The facilty must furnish 2 written description of compliasce. HHE02013,
tegal rights which includes:
A description of the manner of protecting personal
FORM ChM3.2557{02-88) Previous Yerslons Obeolme Event & HEBHN Fanility 1 Wat7edn T cantinustion sheet Page 7 of 13
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(Xd) 1D
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TaG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED eY FULL
REGULATORY OR LBC DENTIFYING INFORMATION;

o PROVIDER'S PLAN OF CORRECTION )
FREFI (EACH CURRECTIVE ACTION SHOULD B COMPLETION
TAG CROSW.REFERENCED 10 THE APPROPRIATE ORTE

DEFICENSY)

F 156

- fundds, under paragraph (o) of this sesction;

. ombudsman program, the protection and

| name, speciatty, and way of contacting the
i physician responsible for his or her care.

Continued From page 2

A description of the requirements and procedures |
for establishing efigibity for Medicaid, including
the right to request an assessment under saction |

: 1824(c) which determines the extent of a couple's .

non-exempf resources at the time of
institutionalization and atfributes to the community |

 spouse an eduitable share of resources which
‘ cannot be considared avallable for payment

toward the cost of the institutionalizad spouse's
medical care in his or her procass of spending
down to Medicsid eligihility levels,

Aposting of names, addresses, and telephons
aumbers of all pertinent State client advocacy :
groups such as the State survey and certification
agency, the State licensure office, the State

advoszey network, and the Medicaid fraud cantrol
unit; and a staterent that the resident may file &
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives reguirements,

The facility must inform each residant of the

The facility must prominently display in the facility |
written information, and provide to residents and |
applicants for admission oral and witten
information about how to epply for and uga
Medicare and Medicaid benefits, and how to !
receive refunds for previous payrments coversd by
such benefits, :

F 186

FORM CMS-2587(00-20) Previous Varsing Doaclete Evart I HFER

Fachitty i wiat7all

if continugtion sheet Paga 3 of 13
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This REQUIREMENT is not met es evidenced
By .

Based on observation, interview and recnrd
review, i was deterrined the facility failed i
provide residents/resident's representative, in
Lwiriting, a st of services residant would or would
not be charged for and thanges to the Jist of
- services for 1 of 3 current sampled resigents
| {#32) reviewed for resident rights. This failure
| placed residents/resident's represantatives at risk

| charges residents would of wouid not be charged
: for when making financial decisions.

Findings include;

igent #32 was admitted to Hie facility on
Wﬂﬁ and had diagnoses incliding heart
disease, arthritis, Alzheimer's diseass, ard
dementia.

The resident's Minimum Dats 3at, an
assessmen! tool, dated 09/24/13, indicated the
resident was highly impaired in heating and
vision, hed long and short term mamory
 probleims, was severely impakred with daily

| declsian making skills, and had continuous
inattention and disorganized thinking.

On 1/04/13 at 9:56 a.m., 2 family member of the
rasitent indicated he did not remember seeing a
list of sarvices and tems the resident would and
would not be charged for. "They let me knaw if
they need some maney, but nothing like that" (a
list of services residents would or would rot be
charged for),

- of not being informed of charges and changes to

STATEMENT OF DEFICIENCIES (X1} PROVIDERIBUPPLIER/CLIA (XE3 MULTIPLE CONSTRUOTION (%3) DATE SURVEY
AND PLAN OF CORARECTION IDEMTIFIGATION NUMBER: b BULOING : COMPLETED
505273 BONING THOTI2013
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& REHABH (TA - CAMAS )
PRESTIGE CARE EH ITATION cABAS, Wil sasor |
oy I ! SUMMARY BTATEMENT OF DEFICIERGIES ! ia] : FEOVIDER'S PLAN OF CORRECTION {XE)
PREFD. | (EACH DEFIQIENCY MUST BE PRECEDED BY FULL I PREFIX (ZAGHE CORRECTIVE ACTION SHOULD 88 COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING BEORMATION} ! TAG LROBEIREFERENCED TO THE APPROPRIATE DATE
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: !
F 156 | Continued From page 3 F 158
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F 158 | Continuad From page 4 ' F 156

On 11/05/13, a list of services and thair cost was
observed oulside the beauty shop,

On 11/05/13 8t 3:53 p.m., the Social Services |
Directar (S8D) stated the admission necket had & :
form providing mformation about whet was and
was not covered, This form did not provids B
information of the cost of services. This form was %
reviewed with residents/resident's representative
2t the time of admission,

The 53D stated there was a list of extra services , |
and their prices posted outside the beauly shop.
Tha 33D indicated the list of services was only
posted outside the beauty shop and was not

: providad fo rogidents/resident's representstive
other than posied outside the beauly shop.

AL 432 p.m., the Administrator (ADM) siated the
| faclity did not have a list of services they
| provided residents and resident's representative
pariodically of the services the resident would ar
would not have to pay for. The ADW indicated the
| facility had not provided a fist of services o
rasidents and/or resident's representatives when
changes were mads to the list of services
resident’s would or would not be charged for,

F 247 | 4B3,15(2}(2] RIGHT TO NOTICE BEEORE F 247
§5=0 | ROOMWROOMMATE CHANGE =

7247 |
Acesident has the right to receive notice before | 88D and 55A were re-educated on
the resident's room or roommate in the facility fs | 11/6/2813 regerding facility policy,
changed. o ' includlng forms for wse in o
notifiction of room moves and
receiving vew roomumates.

 This REQUIREMENT is not met as evidenced
| :

FORM GMIS-2887{07:68) Pravisus \ersions Dbsolete Evant ID: HEBP1 Facifity 10: W Trath

It sontinuation sheet Fage 5 of 13
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L

by

Based on interview and record review, it was
determined the facility failed to provide notice to 2
of 20 current sampied. residents (#20 & 28)
reviewed for nofification of roommagte changes.
This failure placed residsnts at risk for difficulty
adjusting to a new rpommate and potential
diminished qguaiity of life.

Findings include:

| The faciity's policy "Notification of Roam

. Change/New Roomate” noted, "t is this cemars
policy fo notify each rasident in advance of room
changes and new roommales.”

The procedure included the following: The Social
Services Director/Designee would notify residents
1 of upcoming raom changes or new roommates in
| advance,

1) Rasident #38 was readmitied to the facility on

1 U5/30/13 with diagnoses including stroke,

| dizbetes and muscle weakness. The resident's
Minimumn Data Set (MDS), an assessment fool,
indicated the resident was cognitively intact and
required extensive assistapce with most activities
of daily lving, : '

Qn 11/04/13 8% 2:13 p.m., Resident #3§ stated
she had not received prior notice before her
current roommate moved into the room, The
resident indicated she had been in the fireplace
fO0M and upon returhing to her room, she found
| Resident #88 had move in.

2) Resident #68 was admitted to the facility on
3 with diagneses including rehabilitation,
preseure ujcer, diabetes and dementiz. The

i
H
H
H
i
H

admisgions will be discussed in ﬁaiE}’ ‘
mornilg management meetings.

moves will be reviewed each
at (DAPT for the next three

3 or until resolved. Ongoing
Lustorfier service satisfaction
egardifg rooms/roommuates will
continjie,

Admiristeator will engure
complimce.

| ]
J ]
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PREFI
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L
EREFI
TAG

PHOVIDER'S PLAN OF CORRECTION
EACH
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-REFERENCGED TO THE APPROPRIATE

P
L COMPLETON
: DATE

CORRECTIVE ACTION SHOULD BE

DEFIGIENGY}

F 247

F 27y
88=D

resident's MDS, dated 09/22/13 indicated fhe

0N 11/04/1% at 4:11 p.m., when asked ¥ notice of

| When asked if Resident #39 had been given

Continued From pege B

regifent was able o make needs Known and was
aler] and orlantad,

a roommalte moving in had been given, Resident
#00 stated, "No, they just brought the parson in"

On 11/08/13 at 4:18 p.m., the Soclal Services:
Diractor {SS1) siated, "We try t give a 72 hour
notice if thare is going tn be 2 room changs." The
S50 provided a "Notification of Room Change"
form which failed to document Resident #39 had
been notified.

The 38D stated, "We don't always notify if ?
someane comes in on admit. ftheyare in a
double roarm, they know they could get a
roommete at any tme.”

notice prior o receiving a roommate, the 88D :
stated, "It {a social service chart note] shows we |
talked o her afterward to see how it was going on |

07730/ 3. According to the room change forrn, |

the date of the move was 13 |
When asked If Resident #88 had received prior
natice of receiving & roommate, e 58D stated,
“ dor’t think we did on that one, We did not tel
hiry e was getting 2 roommate,”

483.20{d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

Atacility must use the results of the assessment
o develop, review and revise the residents
comprehensive plan of care.

i

F 247

F279:

Fated
Resid
were

management, including non-

pharty

cois #88 and #1375 care p;lans
pdated regarding pain

Acniogical nterventions.

FORM CMS-2567(02-08) Pravigys Versione Obsoiete

Event 1D HFEP 1

Faclity 153 Watredn

¥ continuation sheet Page 7 of 13
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X 1D SUMMARY STATEMENT OF DEFICIENGIES : PROVIDER'S PLAN OF CORRECTION )
PRES(X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACK CORRECTIVE ACTION SHOULD 8E | COMFLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) Ta | CROSY-REFERENCED TD THEAPPROPRIATE | OATE
i DEFICIENGY) :
‘ _ : ¢ Reviewtd like residents’ care plans g
F 279 Continued From page 7 T R7% 1o ensur- pain addressed. §
The facility must develop 2 comprehensive care | ; RCMs trere re-edncated on !

plan for sach resklent that includes measurable VTI0E S . :
ohjectives and timetabies to meet a resident's H1/7/20:3 regarding inclusion of

medical, nursing, and mental and psychosasial ; pamn cag ?ian for residerits who have
| needs that are identified in the compreheansive - the potential for or actual pain issves.
| anggssment, ‘ . - !
. Care plins will be reviewed each '
The care plan must describe the services that are week aJ DT 10 ensure pain is
to be furnished fo atisin or maintain the resident's addressid g5 appropriate.
highest gracticable physical, mensal, and ' ; ;
sychosocial well-being as required under . ; : s :
g4§3.25; and any services tri:i would otherwise | DNS wil ensure compliance. /30204 3.

be required under §483.28 but are not provided !
due to the residents exercise of rights under

: §483.10, incluging the right to refuse treatment
i under §483 10(b)(4).

This REQUIREMENT i not mst as evidenced
by

Based on observation, interview and record
review, i was determined the faciity falied to

s develop a comprehensive care plan including
measirable objectives and timetablas, with
shecific interventions/services for the
management and treefment of pain for 2 of 18
current sampled residents (#88 & 137) reviewed
for cave planning. This failure placed residents at
 risk for receiving inadeguale care and services o
meat the individua) needs of residents,

Findings include:

1) Reaident #83 was readmitted to the facility on
13 with diagneses including rehabilitation,
pressure ulcer, diabetes,
» WHIONIG pain, sleep apras,
glevucoma, kidney disease, muscie weskness and |

FORM CHMS-2E67(02-38) Previous YVeralpns Obsnletp Event I HFBPYY Fatilfy 0 WA s

 continusation sheat Page 8 of 13
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BTATEMENT LF DEFIGCIENCIES (%1} PROVIDERISURPLIER/CLIA
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(%71 MULTIPLE CONSTRUE 10N
A BUHDING

[#3; DATE BURVEY
COMPLETED

depression,
The resident's Mininwum Data Set (MDS), an

resident was alert and orienfed, required two

' and received pain medication s needed for
occasional pakn,

| cause pain.”

documented the resident "had pain and
discomifort in the past week."

Physiclan Orders dosumanted an order on

 (hours).”

: Physician Orders documented an order on
- every 4 hours PRN for pain.

Physician Orders documented an order on

 for nain and/or fever,

; did not address the resident's pain.

assessment tool, dated 08122713, indizated the

person assist with activities of daily iving (ADLs), |
had fimited range of motion in lower extramities,

On 11/04/13 at 4:02 p.m, Resident #88 reportad
having pain. "There are certain exercises that

| The initial Pain Questionnaire, dated G9/16/13,

097173 for I o/ ‘o

painful area on back PR (as nesdad) for 12 hrs
[ 08/16/13 for Oxycadone, & to 10 mg [miligrams),

08/08/13 for [ 550 ma, every 4 hours PRN
Record review showed the resident's care plan

On 11/05/13 at 112 g.m., Licensed Nurgs (LN} A
stated she was unabie ko find pain o the care
plan of the resident's medical chart, LN Asaid,
will add one now. There does need i be one for
| him with the conditfon he was in when he came

é

£

505273 B. WING 1072013
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F 278 ; Codinued From page § F278
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- On 1107113, the facility provided additional

Uinformation, A Preliminary Care Plan, dated

0840813, documented the resident waulkd

expenience desired pain relief as evidenced by
stat;ng 80, OF lack of evidence of objactive signs

| L of pain {moaning, wincing, eic.).”

: The Preliminary Care Plan did not provids

| measurable objectives and timetabies, with

i specific interventions/services for the

- managemeant and reatment of pain for Resident
#EA, {

2} Resident 3137 was admitted to the faciliy on

13 with diagnoses including rehabiitation, |
iiney disesse, muscle weakness, Alzheimers |
dizease, depression, anxiely, dementia, heart
disease, thyroid disease and communication
deficits,

The ragident's MDS, dated 10720713, indicated
the resident was severely cognitively impaired,
expariencad disonganized thinking, reguired
exiensive assistance with ADLs, and recevad
PRN pein medication for occasional pain.

| The Admission Kursing Database, dated
- 10/13/13, documented "joint pain with
movement,”

Physician Orders documented on 10/13M13 an
order for Acetaminophen 850mg every 4 hours
FRM far mild nain or fever,

Physician Orders decumented an arder on
1033 for , 880mg. fo be given routinely
twice a day, ‘ |
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X1 | SUMMARY STATEMENT OF DEFICIENCIES sl FECAIDER'S PLAN OF CORRECTION i [
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DEFIGIENT Y ;
;
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- Racord review showed pain was not included on
! the resident's care plan, :
. On 110613 at 12:57 p.m., LN B stated, "The
resident does need to have s care plan for pain. It :
- ust hava been overlooked. | will put in one right i
naw." :
On 11107713, the Tacility provided addtianal
information. A Preliminary Care Plan, dated |
10/13/13, documented the resident wauld !
“experience desired pain refief as evidenced by
stating so, or lack of evidence of chiective signs 3
of pain (moaning, wincing, etc.).” :
The Preliminary Care Plan gid not provids f
measurable cbjectives and timetabias with :
specific intervantions/services for management :
and ireatment of pain for Resident #437. -
F 412 483.55(b) ROUTINE/EMERGENCY DENTAL F a1z ,
£5=0 SERVICES IN NFS F412 . ~
o 5 _ - Dental abpointment for resident £43
| The nursing fac_ihty must provide or abtain from was schaduled and transpoﬂa:idﬁ
an outside resolrce, in accordance with arranged|for 11/14/201%. Pe
§483.75(h} of this part, routine (to the extent SsA 5 12472015, POA and
covered under the State pian); and emergency . P4 disyussed upcoming o
dental services to meet the needs of each appoimtment and determined it would
resident; must, f necessary, assist the resident in be cansegled secondary to denture
making sppointments; and by arranging for ; type of preference is not covered: by
transportation to and from the dentist's office; and | stale pI&f?A and family declines typs
Qﬁ; p;gn;}p;t;g; }rféert;esigﬁn? :vsfh lost or : ‘iha‘i‘wou. be covered by same hlan, ,
mag res Aust. ¢ Residentyhas stable weights, ;
consumey 2 diet of resular texture
| This REQUIREMENT s riot met as evidenced and hes tf> complications or pain
by i refated terdental issues,
| N
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505273 B OAWING 1110712013
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i SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORRECTION Lo
{EACH DEFICIENCY $ST BE PRECEDED BY FULL BREFX (EASH CORRECTIVE ACTION SROULD BE L compLETIN
RESULATORY OF LBC IDENTIRYING INFORMATION; ™ CROSE-REFERBNGED TO THE APPROPRIATE l parE
| = DEFICIENCYY ]
! t . .
; , . Residenis will be assessed at regular |
F 4125 Continued Fram page 1,1 . F 412§ intervals with MDR assessments as
. based on observalion, mterview and record - required, In-house customer service
; review, it wes determined the facilty failed to | and satisfaction surveys will also
provide dental setvices for 1 of 3 current sampled i Gine: and SSD/SSA 10 follow upn |
residents (#45) reviewed for dental services, This ; contnug and o 2 T0 S0RoW D
faiture piaced the resident at risk for chewing on eny flental issues that may arise. :
prablems, potential weight loss and = diminished :
quality of life. Dental jare plans will be reviewed at -
o ‘ woekly DT meetings and followed
Findings include: _ ? in monfaly QAPT for 2 months or
. until refolved. .
| Resident #45 was readmitted to the facility on
2 it diagnoses including dementiz and . ¢ .
dysphagia. The resident's Minimum Data Set, an DNS a gd SSD will ensure
ascessment fool, indicated the resident was complidnee. 11/30/2013.
- moderately cognitively imparred and required '

- exiansive assistance with most activities of daly |
Hiving.

On 11/04/13 8t 12:51 p.m., Residant 245 was

| observed o have multipie missing upper testh,
- The resident stated she could not #fard
denturas, !

Qn 110613 at 1188 a.m., Licensed Nurse (L)
C stated if a resident was in need of denta
senvices, nursing would inform Social Ssrvices to
schedule a dental appaintment. When asked how
residents could be assessed for and receive

dentures, LN T stated, “if the family can't afford
dentures, | don't know "

| .
On 11/06/13 at 2:36 p.m., the Social Services

Assistant (88A) provided documentzation the

Depariment of Sociat and Heglth Senvices

declined {0 cover a particular type of denture for

; Resident #45 in 2011, The $5A confirmed an

| alternate type of denture had not been requested

| for Resident #45. The SSA stated, "We have not

had thal discusgion at this time" and nothing had

H
i

i
]
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beer done since 2011 to assist Resident #45 in
oktaining dentures,

Tha 884 sfated she was aware of a provider who
accepts Medicaid dental coverage for denfures
and wouid work on scheduling an appointmeant for
the resident, ‘

At 3:01 p.m, Resident #45 stated, "How do you
get dentures without any money.” The survayar

; asiced if there was 8 way 1o get them, would the

| residient want dentures? The resident smiled and
“aid, "Oh yes, that wouid be wonderful
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